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MISSION STATEMENT 
To provide opportunities for information sharing between midwives and to 
promote the profession of midwifery and the need for appropriate legislation so 
that midwives in Newfoundland and Labrador are publicly funded to provide 
evidence-based midwifery care for childbearing families in this province. (2005) 
This Newsletter contains a summary of the general meeting held on January 17, 2006, and 
reports from the meetings and conference of the' Canadian Association of Midwives (CAM). 
The AMNL Application for Membership form for 2006 is at the end of this Newsletter. 
Note the new fee schedule. AMNL membership for everybody is $20.00, and for midwives who 
wish to be members of the Canadian Association of Midwives (CAM) add $55.00 for a total of 
$75.00. To be able to keep this low membership fee we need more members (both midwives and 
other interested persons). 
The 2006 membership fees were due on January 1, so if you have not paid please complete 
the Membership form and send to the treasurer (address on the bottom of the form) as soon as 
possible. 
The Bylaws which were revised at the AMNL annual meeting held in March 2005 have 
been sent as an e-mail attachment. At the March meeting it was agreed that the newsletter and 
other items will be sent electronically. If members have a problem receiving these items please 
advise the editor, or if in Labrador advise the treasurer. 
In future only midwifery news items are to be included in the Newsletter. Those who 
submit items are responsible for obtaining permission to publish in our Newsletter. The Editor 
does not accept this responsibility. Letters from members are also welcomed for publishing. Items 
for the next Newsletter should be submitted by the middle of March .. 
Pearl Herbert, Editor, (pherbert@mun.ca) 
AMNL Annual General Meeting, 
Monday, March 27, 2006, 4:00p.m. (Island time) 
The meeting ID is 11246. In St. John's it will be at Telemedicine, HSC. All sites wishing to 
be connected need to provide their telephone number to TETRA Telemedicine (1-877-737-
0281) prior to the meeting. (For reporting problems during the meeting call 709-737-6654.) 
To avoid costs, any cancellation needs to be reported 24 hours before time. 
Canadian Association of Midwives 6th Annual Meeting and Conference 
September 2006, in Ottawa 
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Executive Committee 
President: Kay Matthews, MUN School of Nursing, HSC, Prince Philip Driveway, 
St. John's, NL, AlB 3V6 Secretary: Karene Tweedie 
Treasurer: Pamela Browne Cosigner: Susan Felsberg 
Past President: Karene Tweedie Newsletter Editor: Pearl Herbert 
Home page: http://www.ucs.mun.ca/--pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
Summary of the General Meetina:, January 17, 2006. Those present were at the Telemedicine 
studio in St. John's, and Labrador Health Centre in HVGB. There was not a representative present 
from Friends of Midwifery NL to answer any questions. (Coordinator Patti McGrath was not 
present due to the recent death of her father.) Business arising from the March 2005 annual general 
meeting had been carried out and reported in the September Newsletter. 
There was no news regarding the midwifery video. 
Karene Tweedie and Pamela Browne have attended meetings of the ARNNL' s committee 
reviewing the Advanced Practice of Nursing. They have presented the case for midwifery being an 
autonomous profession, but without legislation nurses who are midwives practice a limited scope 
of midwifery in the Labrador-Grenfell Regional Integrated Health Authority's hospitals. Questions 
being raised include the credentials of these midwives, and insurance coverage. 
With few members and greatly reduced fees, $20.00 regardless of designation, the bank account is 
gradually becoming depleted. 
The next meeting is in March and will be the annual general meeting. Any changes proposed for 
the Constitution and/or Bylaws should be submitted to members 40 days before the meeting. The 
executive members were elected in 2005 for two year terms. 
Provincial Government News. 
When Karene Tweedie spoke to John Abbott, the Deputy Minister of Health and Community 
Services on December 1, regarding a matter unrelated to midwifery, she took the opportunity to 
give him a letter regarding midwifery in this province. Karene then received a letter dated 
December 20, 2005. 
"Thank you for your letter regarding the issue of midwifery services in NL. 
The maternity care crisis as outlined in your letter is one of national concern and certainly applies 
to professional groups who serve this population. As you noted there has been extensive work done 
in this province to develop midwifery as a model to compliment existing maternity care services 
[These are his words. Karene did not imply a complimentary service- more of a substitution!] 
We are continuing to monitor the development of midwifery legislation in other Atlantic provinces 
and the need for such support for midwifery and other related health professions in this province. 
In addition, the Multidisciplinary Collaborative Primary Maternity Care Project, funded by Health 
Canada is also addressing the concerns expressed in your letter, and we look forward to hearing of 
their reports and recommendations. 
Sincerely". 
,. 
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Some Happenina:s Around the Country (information from. the 2004-2005 CAM Annual Report) 
British Columbia. Midwifery has been an autonomous self-regulated profession since January 1, 
1998. As of September 2005 there are 88 registered midwives in active practice, as well as 3 
conditional registrants, 1 midwife with temporary status and 15 non-practicing midwives. 
The Health Professions Act prescribes the regulation of Midwifery through the College of 
Midwives of British Columbia (CMBC). The CMBC acts to protect the public and to this end 
registers midwives who have demonstrated competency and safety to practice and meet the 
registration requirements as set out in the bylaws. The Midwives Association of BC (MABC) has 
negotiated, and is preparing for the next round of negotiations, for full funding of midwifery 
services through the Ministry of Health. Registered Midwives provide comprehensive care in both 
the hospital and home settings. In April 2005 the first class graduated from the 4-year Midwifery 
Degree Program at UBC, and in June they were welcomed as practicing Registered Midwives. 
There are 40,000 babies born yearly in BC, so there is still a midwifery shortage. 
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Alberta. Midwifery was designated as a Health Discipline under the Health Disciplines Act in 
1992. The midwifery registry was opened on July 17, 1998 and 22 midwives were registered. As of 
October 1, 2005 there were 23 registered midwives, five of who were under a provisional-license 
pending completion of the Prior Learning and Experience Assessment (PLEA) program. Midwives 
are currently registered and regulated under the Health Disciplines Act. The registering body is 
called the Midwifery Health Disciplines Committee which is funded and governed by Alberta 
Health and Wellness. With the introduction of the Health Professions act, the Alberta Association 
of Midwives is currently undertaking the initial steps to establish a college, and the economic 
feasibility of establishing and maintaining a college without provincial funding of midwifery. In 
February 2005 the midwives were made aware that they owe $250,000.00 GST. 
There is one hospital-based, funded maternity care program in Stony Plain, Alberta, which employs 
midwives, and offers hospital births only. It is a shared-care model involving physicians, 
midwives, and nurses. 
Saskatchewan. The midwifery act was passed in Saskatchewan in May 1999, but has not yet been 
declared. There are only two midwives actively conducting home birth in Saskatchewan. In Spring 
2005 the Primary Care Branch began actively examining the possibilities of integrating midwifery 
with the new primary care initiatives in the province. On November 7, 2005 regulated, funded 
midwifery was promised in the throne speech~ 
Manitoba. Midwifery has been legislated since 2000, and there are approximately 28 Registered 
Midwives practicing in Manitoba. Midwifery is funded by the Manitoba Ministry of Health for 
women who access midwifery through their Regional Health Authorities. Midwives are unionized, 
salaried employees of their Regional Health Authority. A midwife may also provide private care, 
but this year no midwives were working privately. Under-serviced or marginalized populations 
must make up to 50% of the client load. Second attendance in a hospital is provided by the RNs. 
Ontario was the first province in Canada to regulate and legislate midwifery through the 
Regulated Health Professions Act. When the Act was implemented in 1994 there were 70 
registered midwives. l\1idwifery is funded and midwives provide primary health care to women 
with low-risk pregnancies. They are an accepted and integrated component of health care and 
hospital systems. Women in midwifery care normally do not see a physician for maternity care 
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during their pregnancy, labour or the first six weeks after birth unless complications arise. In 
August 2005 the McGuinty government ann9unced that "The government is providing $51 million 
for midwifery services in 2005-06 - an increase of 38 per cent from last year. There will now be up 
to 356 registered mid\vives providing services to more than 11 ,000 Ontario women each year in 
community clinics. co1nmunity-based agencies, at home and in hospitals. The new funding will 
also cover the cost of an increase in midwifery fees and operating expenses, resulting from a new 
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Midwives educated in other jurisdictions may undergo an assessment of their previous education 
and experience to determine the equivalence of their credentials for practice in Ontario. This 
International Midwives Pre-registration Program is offered through the continuing education 
division of Ryerson University. 
Quebec. Legislation to regulate midwives came into effect in 1999, with 50 registered midwives. 
There are now 84 licensed midwives practicing in Quebec. Midwives were able to attend births in 
birthing centres, as they had been doing for the pilot project since 1993. Later, midwives were able 
to attend women in hospitals, and three hospitals have signed agreements to allow midwives 
hospital privileges. Midwives are now legally able to attend women who wish to give birth in their 
homes. Midwifery is funded, but the Regroupement des Sages Femmes du Quebec only signed 
their first financial agreement with the Health Ministry in December 2004. The midwifery degree 
program at Universite du Quebec a Trois Rivieres has graduated 27 midwives since the start of the 
program. There are 70=-000 births a year in Quebec. 
In Nunavik, the north of the province, several Puvimituq midwives have taken leaves of absence. 
Nunavik midwives follow 100% of the pregnant women from the Hudson Bay Coast. Puvirnituq 
midwives have also begun seeing women from the Ungava Coast since the hospital in Kuujjuak 
stopped obstetric services. One more community midwife graduated this year and has recently 
assumed the role of Coordinator of Perinatal Services for the Hudson Bay Coast. Inuulitsivik' s 
education program has still not been formally recognized in Quebec. The University of Manitoba 
and Iqaluit~ s Arctic College have initiated discussions related to adapting educational materials and 
other aspects of the Inuulitsivik midwifery education program to their developing Aboriginal 
Midwifery and Maternity Care Worker programs. In November elders were gathering with local 
midwives and others in Inukjuak to share traditional childbirth practices and to brainstorm ways to 
preserve traditional knowledge, and to lay foundations for developing a Nunavik Midwifery 
Association. An International Northern and Remote Regions Maternity Care Conference is planned 
for 2007. The James Bay Cree, under the auspices of the Cree Health Board and the Awash 
Healthy Children Program, have begun consultations within several of their communities for 
setting up midwifery services and a local midwifery education program. The Cree Board is 
currently drafting a job description for a midwife to coordinate the implementation of maternity 
care services in the Eeyou Istchee Region. 
New Brunswick. The Government has advised that midwifery is not in the next four-year plan. If 
midwives wish to legislate they will have to find their own funding. The Birth Matters/Naissance-
Renaissance group is actively pursuing legislation permitting access to regulated, publicly funded 
midwifery services for all women in New Brunswick, including Aboriginal, Acadian, rural and 
immigrant women. In May 2005 the Nurses Association released a public statement in support of 
Midwifery. Midwives are included in the new Provincial Breastfeeding Policy. The Aboriginal 
Women' s Health Committee has drafted a paper which includes midwives. 
t . 
Prince Edward Island. Midwifery legislation is still being pursued by the Birthing Options 
Research Network (BORN), but it is unlikely to be a reality in the near future. Women who give 
birth at home have to purchase the service of an out of province midwife. 
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Nova Scotia. In June 2004 the Department of Health convened a multidisciplinary Primary 
Maternity Care Working Group "to develop a regulatory framework for the inclusion of midwives 
in collaborative teams delivering primary maternity care." The Working Group completed its 
report in June, and the Department of Health legislative committee was due to start drafting 
midwifery legislation in the fall. The challenges have been to find a feasible regulatory structure of 
midwifery given that Nova Scotia currently has too few midwives to establish a self-regulating 
College. Also, to define a model of midwifery care that is consistent with midwifery in other 
Canadian provinces, ~-hile at the same time fostering the development of multidisciplinary 
collaborative maternity care teams. An implementation committee is expected to be formed in 
2006. The IWK Health Centre in Halifax (a tertiary hospital where over half the .births in the 
province take place) is in the process of developing a primary maternity care project based on a 
single room maternity unit, interdisciplinary collaborative care and a centering pregnancy model. 
One of the project objectives is to include and integrate midwives as soon as legislation is in place. 
The Association of Nova Scotia Midwives (ANSM) has been active on various committees to 
develop this project and create a midwifery-friendly hospital birthing space. With several midwives 
from other jurisdictions moving to the province, membership in the ANSM has grown this year to 
9 midwives ( 4 of whom are practicing) and 5 students. Requests for midwifery services have also 
increased. There is strong support from the Midwifery Coalition (consumer group), the Atlantic 
Center of Excellence for Women's Health, and key players in government and health institutions. 
Nunavut. Midwifery is not legislated. The government has employed staff to draft midwifery 
legislation and an act. A pilot project for an Inuit midwifery education program is currently being 
formed. The curriculum is based on Inuit Cultural knowledge of birthing. The program was due to 
commence in September 2005. The midwives are expected to graduate in 2007. After one year of 
training the students will become maternity care workers. After an additional two years they will 
graduate as midwives. They will then complete a one year internship with a midwife (under 
supervision). At present there is no midwifery education program for non-Inuit students. Currently 
there are only two permanent midwives working in Nunavut. They are employed by the Nunavut 
Government. 
Northwest Territories. Midwifery legislation was implemented in January 2005 with three 
registered midwives. The midwives are required to be registered in a province. It is illegal to 
practice midwifery except as a "registered midwife" unless the midwife is an "aboriginal" midwife. 
The Yellowknife Health and Social Services Authority has developed a funding proposa~ for the · 
Department of Health and Social Services to introduce a midwifery program in Yellowknife. 
Yukon. There is no midwifery legislation. The Home Maternity Centre had to close because 
insurance could not be obtained. Two midwives provide midwifery services to women in 
Whitehorse and the outlying communities, and postpartum support service and an extended birth 
support service for families planning a hospital birth. 
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International Confederation of Midwives Definition of the Midwife 
A midwife is a person who, having been regularly admitted to a midwifery educational programme, 
duly recognised in the country in which it is located, has successfully completed the prescribed 
course of studies in midwifery and has acquired the requisite qualifications to be registered and/or 
legally licensed to practise midwifery. 
The midwife is recognised as a responsible and accountable professional who works in partnership 
with women to give the necessary support, care and advice during pregnancy, labour and the 
postpartum period, to conduct births on the midwife's own responsibility and to provide care for 
the newborn and the infant. This care includes preventative measures, the promotion of normal 
birth, the detection of complications in mother and child, the accessing of medical care or other 
appropriate assistance and the carrying out of emergency measures. 
The midwife has an important task in health counselling and education, not only for the woman, 
but also within the family and the community. This work should involve antenatal education and 
preparation for parenthood and may extend to women's health, sexual or reproductive health and 
child care. 
A midwife may practise in any setting including the home, community, hospitals, clinics or health 
units. 
Adopted by the International Confederation of Midwives Council meeting, 19'h July, 2005, 
Brisbane, Australia. 
Supersedes the JCM "Definition ofthe Midwife" 1972 and its amendments of 1990. 
Eisnhowerlaam 138-2517 KN The Hague- The Netherlands 
Tel: + 31 70 3060520 - fax: + 31 70 3555651 -
E-mail: info@internationalmidwives.org www.internationalmidwives.org 
-• 
Canadian Association of Midwives (Kay Matthews represents AMNL on the CAM Board). 
On November 1, 2005 ~ Kelly Klick, Acting President of CAM, sent the following message stating 
why CAM is needed. 
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"As we get close to our Annual Meeting it is once again time to look at why we need a 
National Organization. So much responsibility and effort just being a midwife, why should I be 
involved at a national level, what does CAM do for me? Well, I had that question too. I have 
learned however, that there are some very good reasons why we, as midwives, working one on one 
with women, need CAM. 
CAM is being recognized as a leading voice for midwives across Canada. When the 
provincial and territorial leaders in health care sit together to discuss issues, they turn to their 
resources - CAM is increasingly being one of them. When organizations consider a new national 
initiative, they are starting to contact us. A seat at the National level provides midwifery input into 
a number of issues that, in the end, will trickle down to each of us and impact our care. Without a 
distinct midwifery voice, others will speak for us. CAM provides a way in which midwives from 
across our Nation can communicate with each other. What seems to be working well in ~ova 
Scotia may be taken back to Nunavut. A practice in BC may find a partner from New Brunswick. 
Legislation, regulation and funding for midwifery services across Canada are issues that are still 
being addressed. A sense of celebration of diversity yet cohesiveness in goals (with women) is felt 
at the board member level ru1d can be recognized throughout every province and territory. CAM 
provides the Canadian Journal of Midwifery Research and Practice. This journal helps with the 
above celebration and communication throughout Canada. It also provides a forum for midwives to 
showcase their writing and research. It gives some academic bones to a profession that is often 
seen as 'soft'. 
CAM is the link for you to International Midwifery both through our International Bureau 
and through CAM's involvetnent in the International Confederation of Midwives. This is an 
important area that will be expanding in years to come as the world is indeed getting smaller and 
the role of the midwife is increasing. 
I have learned so much over this past year. I have learned that I need CAM. I have also 
learned that CAM needs us all, every midwife. I hope that you feel this way too and I hope that you 
attend our AGM in Halifax. If you cannot, check out our website after November 15th at 
www.canadianmidwives.org for our Annual Report. Thank you for allowing me the pleasure of 
learning, Kelly Klick, RM, Acting President CAM". 
At the CAM annual general meeting a new President was elected. Kerstin Martin, practicing 
midwife from Seabright, Nova Scotia is the CAM president for the next two years. Kelly Klick, 
from Manitoba is the past president and Gisela Becker, from the Northwest Territories, is the vice 
president. Sinclair Harris from Quebec continues to be the treasurer and Joyce England, from PEl 
continues as the secretary. The CAM office is located in Montreal and the e-mail address is: 
admin@canadianmidwives.org. 
There is funding for a Francophone midwifery program in Moncton through Laurentian University. 
The Agreement on Mobility for Midwifery in Canada was due for revision in 2005. The Canadian 
Midwifery Regulators Consortium (CMRC) representatives were meeting in Halifax on November 
7th and 8th where they were planning to sign the revised Mutual Recognition Agreement. 
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On November 7th and 8th 2005, the CAM Board met in Halifax to discuss the financial needs of the 
organization for the year 2006. The Board decided that CAM needs to increase annual membership 
fees by $20 in order to function effectively as a national organization and to represent Canadian 
midwives at the international level. At the CAM Annual General Meeting on November 91h, 2005, 
a resolution to increase fees by $50 was proposed and accepted by the members present. 
After further discussion and careful consideration of the members' resolution as well as various 
issues that each provincial and territorial association is facing, the CAM Board concluded that the 
membership fee increase " 'ill be limited to $20 for 2006. The Board however anticipates that the 
proposed $50 fee increase may need to be implemented in 2007, in order for CAM to continue to 
grow and accomplish its goals. 
Midwives in the Balance, CAM Conference, Halifax, November 9-11,2005 
This was considered to be the best CAM conference so far, and was attended by more than 
150 participants. The opening plenary session was "Labour management and the effect of epidural 
... 
analgesia on cesarean section rates'' given by Dr. Andrew Kotaska ofUBC. There was supposed to 
be a power cut, which did not happen, so the welcome and opening remarks followed the 
presentation. On Thursday morning there were plenary sessions on "Reconsidering evidence-based 
practice: The impact on normal birth" (Vicky Van Wagner RM); "Advanced maternal age: Is more 
vigilance needed?'" (Heather Scott MD); "Micronutrients in pregnancy and lactation" (Eileen 
Hutton RM); "Prenatal screening" (Bridget Lynch RM); "Opioid dependency in pregnancy" (John 
Fraser MD). Lunch was provided, sponsored by Adeza, so included a presentation on fetal 
fibronectin testing (Trudi Toews MD). There were other plenary sessions, including one on 
"Shoulder Dystocia" (Thomas Baskett MD) and an illustrated presentation by the Inuit midwives 
from Quebec. There were also several concurrent sessions. It was a very informative conference. 
On Saturday morning, the Atlantic Centre of Excellence for Women's Health organized 
"The Atlantic Regional Strategy Session on Midwifery" meeting. Nova Scotia is currently moving 
toward legislation. The government is looking at the funding of midwifery before appointing a 
legislation committee. The midwifery issues in each province were briefly discussed. (See Some 
Happenings Around the Country reported above.) 
Cost of Midwiferv Care in Ontario 
Heather Cameron's article, "Modern Midwifery in Ontario: An Effective Model of Health Care", 
University ofToronto Medical Journal, Vol.82, No.3, pp. 207-209, May 2005. 
http:/ /~w":. utm j. org/issues/82 .3 /Comp lementary_and_Altemati ve_Medicine_82-3-207. pdf 
(You may l1ave to go into the utmj.org site and look at "current issue".) 
In the article midwifery care is explained, the cost saving to the health care system (between $800 
and $1800 per mother depending on place of birth), and the client perspective are included. The 
only problem I have is that the article is placed under "Complementary and Alternative Medicine". 
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Are Liability Issues a Barrier to Multidisciplinary Collaborative Maternity Care? 
On September 14th, a panel of speakers deliberated with members of the National Primary 
Maternity Care Committee on the potential liability issues associated with multidisciplinary 
collaborative maternity care. The panel consisted of: 
Dr. William Beilby, Associate Executive Director and Managing director, Risk Management 
services at the Canadian Medical Protective Association (CMP A); 
Elaine Borg, BJ\.Sc., IZ.N ., L.L.B., Professional Liability Officer, Canadian Nurses Protective 
Society (CNPS); 
Eleanor Morton, Vice-President, Risk Management, Healthcare Insurance Reciprocal of Canada 
(HIROC). 
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Dr. William Beilby reviewed liability issues relative to obstetricians I gynaecologists. He reported 
that obstetricians I gynaecologists are 4 or 5 times more likely to be involved in malpractice 
lawsuits than average. In 2004, 131 new legal actions were initiated against obstetricians I 
gynaecologists representing one new legal action for every 12 obstetricians. Damage awards for 
obstetrical cases continue to become increasingly large and, as a result, the CMP A membership fee 
for obstetricians is higher than for all other medical specialties. 
Dr. Beilby emphasized that each health professional should be working within their scope of 
practice and understands the scope of practice of their fellow collaborative team members. 
Generally each health professional functioning within their scope of practice is responsible for their 
own actions. There are some circumstances that were presented by Ms. Borg where one 
professional can become liable for the torts of another team member. He suggested that a 
collaborative care team establish policies and protocols to ensure that each practitioner works 
within their scope of practice. He also recommended that each team member should be required to 
have and maintain adequate professional liability protection. 
Ms. Borg focused on legal risk management issues by stressing the need for professionals to 
identify that which is within their control and acting on it. Evidence of a professional' s reasonable 
actions will be essential if a practitioner is required to account for their practice in a legal 
proceeding. She reviewed the objectives of tort law which are to achieve justice, compensation for 
harm, education and deterrence of negligent acts. The negligence analysis was described (a 
plaintiff would have to prove that a duty of care was owed by the defendants, there was a breach in 
the standard of care that caused foreseeable harm, and prove the value of the losses incurred) along 
with the defence to an allegation of negligence, which is that the practitioner acted reasonably and 
prudently in the circumstances. 
Ms. Borg also reviewed the three major types of liability, including: 
Direct Liability: each health professional, both individually and as a member of the collaborative 
practice team, is accountable for his or her own professional practice. 
Vicarious Liabilit)': when an employee is found negligent, the court may order that damages be 
paid by the employer pursuant to the legal doctrine of vicarious liability. An employment 
relationship must have existed at the time of the incident and the defendant employee must have 
been sued for work done within the scope of employment. 
Joint and Several Liability: when more than one defendant is found negligent, the court will 
· assess the amount of damages to be paid by each defendant. The plaintiff may recover full 
compensation from one of these defendants. That defendant may then seek contribution from the 
other negligent defendants. For this reason, at the beginning of the work relationship and 
periodically afterwards, those in collaborative practice should verify that team members and 
institutions have professional liability protection. 
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Ms. Morton described HIROC's role as a reciprocal insurer of not-for-profit healthcare and related 
organizations, providing its member-owners with liability and property insurance. HIROC has 
focused on the provision of value-driven insurance to its members through the promotion of risk 
management and education, including its strong support of the SOGC's MORE0 Bprogram. 
HIROC believes MORE0 B reflects the principles of working collaboratively, with its aim of 
replacing the professional hierarchy and its inherent risks, with a true team approach. HIROC is 
supportive of collaborative maternity practice and believes this will result in improved outcomes 
and improved patient satisfaction. 
Key issues identified in HIROC claims are: poor or no documentation; failure to monitor; poor 
verbal and written communication; failure to follow policy; late entries; missing records I monitor 
strips; wrong counts (obstetrical sponges); potential "evidence" destroyed. 
The panelists agreed that the complexity of collaborative care has the potential to increase liability 
is~ues, especially involving communication. For this reason it is essential to establish transparent 
protocols and documented responsibility matching the scope of practice of each practitioner. A 
team will have to know who has the primary responsibility for the woman at any one time - for 
example: if one member of the team consults an obstetrician regarding the potential for caesarean 
section, the obstetrician must know if he is being consulted regarding the advisability of the 
procedure or if he is responsible for making the decision with the woman. 
Another message from the panel is that from a liability perspective, a collaborative team would not 
be a party in a lawsuit but the individuals comprising that team would be. Each mother must have 
a "most responsible" provider for each step along the way. 
At the end of the day, a multidisciplinary collaborative maternity care team must: 
• Consider the legal issues common to all shared care arrangements and the legal issues 
unique to each arrangement. 
• Be familiar with the scope of practice, qualifications, experience and training of the other 
health care providers involved in the care of your patient. 
• Be familiar with any relevant guidelines or legislation if another health care provider is 
acting under your delegation. 
• Plan for your obligations as an employer (vicarious liability) when you employ other health 
professionals. 
• Ensure good communication between members of the health care team. 
• Make sure the woman understands the role of the health care team, and each team 
member's place in it. 
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ASSOCIATION OF MIDv~·:;:--~:rr:~ CP ~TE\VPOTTNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP 
2006 
Name: 
----------------------------------------------------------------------(Print) (Surname) (First Name) 
All Qualifications: ---------------------------------------------------
Full Address:--------------------------------
(home) 
Telephone No.------------ Fax No.-----------------
(\\'Ork) 
E-mail Address:--------------------------------------------
Work Address: 
--------------------------------------------------------------
Are·a where working: ---------------------------------------------------
Retired: · Student: 
----------- --------------
Unemployed: --------------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded without 
your consent. 
Provincial: 
---------------------------------------------------------------
National: 
----------------------------------------------------------
International: 
--------------------------------------------------------------
Would be interested in participating in a research project if asked: Yes __ No __ _ 
I agree to my address, postal and Internet, to be released to CAM: Yes 
--
No 
---
For midwives who pay $75.00 ($20.00 AMNL membership fee and $55.00 CAM membership fee): 
I agree to my address, postal and Internet, to be released to CAM: Yes 
--
No 
---
I wish to be a member of the Association of Midwives and I enclose a cheque/money order from the post office 
for: $ 
-------------(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). 
To be a member of AMNL and receive the electronic quarterly AMNL newsletter $20.00 . 
For AMNL members also to be members of Canadian Association ofMidwives (CAM) add $55.00 (Total $75.00) 
[$75.00 includes AMNL membership and CAM membership, including the quarterly CAM research journal.] 
Membership for those who are residing outside of Canada $20.00. Correspondence will be by e-mail. 
Signed: Date: 
------------------Return to: Pamela Browne, Treasurer, Box 1028, Stn. C, HVGB, Labrador, NL, AOP 1 CO 
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